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Abstract
Background: Interparental violence is both common and harmful and impacts children’s lives directly and indirectly.
Direct effects refer to affective, behavioral, and cognitive responses to interparental violence and psychosocial adjustment.
Indirect effects refer to deteriorated parental availability and parent-child interaction. Standard Trauma Focused Cognitive
Behavioral Therapy may be insufficient for children traumatized by exposure to interparental violence, given the
pervasive impact of interparental violence on the family system. HORIZON is a trauma focused cognitive behavioral
therapy based group program with the added component of a preparatory parenting program aimed at improving
parental availability; and the added component of parent-child sessions to improve parent-child interaction.
Methods/design: This is a multicenter, multi-informant and multi-method randomized clinical trial study with a 2 by 2
factorial experimental design. Participants (N = 100) are children (4–12 years), and their parents, who have been exposed
to interparental violence. The main aim of the study is to test the effects of two parental components as an addition to a
trauma focused cognitive behavioral based group therapy for reducing children’s symptoms. Primary outcome measures
are posttraumatic stress symptoms, and internalizing and externalizing problems in children. The secondary aim of the
study is to test the effect of the two added components on adjustment problems in children and to test whether
enhanced effects can be explained by changes in children’s responses towards experienced violence, in parental
availability, and in quality of parent-child interaction. To address this secondary aim, the main parameters are
observational and questionnaire measures of parental availability, parent-child relationship variables, children’s
adjustment problems and children’s responses to interparental violence. Data are collected three times: before
and after the program and six months later. Both intention-to-treat and completer analyses will be done.
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Discussion: The current study will enhance our understanding of the efficacy interparental violence-related
parental components added to trauma focused cognitive behavioral group program for children who have been
exposed to IPV. It will illuminate mechanisms underlying change by considering multiple dimensions of child
responses, parenting variables and identify selection criteria for participation in treatment.
Trial registration: Netherlands Trial Register NTR4015. Registered 4th of June, 2013.
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Background
Interparental violence (IPV) is both common and harm-
ful. At least 12 % of 12–16 year old children are exposed
to IPV in The Netherlands [1]. In the United States,
16 % of all children witness IPV at some time during
their childhood (2–17 years of age) [2]. In a meta-
analysis Evans [3] found a strong association between
exposure to IPV and trauma symptoms in children, in
addition to small to medium associations between expos-
ure to IPV and internalizing and externalizing problems.
These findings emphasize the need for effective interven-
tions for children exposed to IPV. Because IPV involves
the whole family system, it affects children’s lives directly
and indirectly. Witnessing IPV or being physically involved
in IPV may directly affect children’s affective, behavioral
and cognitive responses, their psychosocial adjustment and
symptoms [4]. IPV may also affect children indirectly [4].
It may lead to deteriorated parenting and parent-child
relationships [5], which may mediate the link between IPV
and children’s maladjustment on various dimensions.
Therefore, treatment for children who have been exposed
to IPV should target both direct and indirect effects of IPV.
Trauma Focused-Cognitive Behavioral Therapy (TF-
CBT) is a well-established treatment for traumatized
children. Although TF-CBT has been found to be effect-
ive in reducing post-traumatic stress disorder and de-
pressive symptoms among traumatized children [6], we
know little about its effective components and the role of
parental involvement [7]. Additionally, the literature sug-
gests that TF-CBT may be less effective for children trau-
matized by exposure to IPV [8, 9]. One explanation may
be that the standard components of TF-CBT have been
developed for parents to learn how they can help the child
to process traumatic experiences. These components may
fail to address the pervasive impact of IPV on parents’
psychological functioning, their parental behavior, and the
parent-child relationship [8]. The present study aims to
test the relative efficacy of two components added to TF-
CBT focussing on parent-related aspects of IPV, namely
parenting and parent-child interactions, and thereby pro-
vides crucial insight in the mechanisms and mediating
effects of treatment on children exposed to IPV. The
group-based treatment developed by Visser, Leeuwenburgh
and Lamers-Winkelman in the Netherlands is called
HORIZON [10]. In addition to a regular TF-CBT-based
treatment, the HORIZON includes two specific compo-
nents focusing on parents who have let their children to
become exposed to IPV. The HORIZON thus consists of
three parts, two specific parental components for IPV fam-
ilies and TF-CBT-based child and parent components.
Direct effects of IPV on children
Being exposed to IPV affects children on a variety of
dimensions. Children’s responses are often differentiated
in emotional, behavioral, and cognitive responses [11].
To explain these direct effects, Emotional Security
Theory [4] and Cognitive Context theory [12] have
proposed several mechanisms that mediate the devel-
opmental pathways towards psychosocial maladjust-
ment and symptoms, as well as moderating factors that
may exacerbate or buffer against the effects of IPV on
children.
Emotional Security Theory is based on the assumption
that children derive a sense of emotional security from
their trust in the integrity of the family system. IPV un-
dermines children’s trust, leading them to make efforts
to restore it. Although children’s affective, behavioral,
and cognitive responses and adaptations toward restor-
ing a level of emotional security may be adaptive in the
IPV context, they may be maladaptive in other contexts
(e.g., school, peer contacts). This may result in emo-
tional, social, and behavioral maladjustment and prob-
lems [13]. To illustrate, Davies et al. [14] and Katz et al.
[13] found that children exposed to IPV were less com-
petent in modulating their emotions than children who
were not exposed to IPV. This under-developed emotion
competence may explain links between IPV and chil-
dren’s maladjustment [13].
Children’s immediate behavioral responses to IPV in-
clude approach and avoidance behaviors that serve to
regulate exposure to the disturbing affect displayed in
marital violence and its aftermath [15, 16]. Avoidance
behavior is generally considered as a less adaptive coping
strategy to respond to traumatic experiences than
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approach behavior [17]. To illustrate, Gable [18] found
that approach motives and goals in relationships were
reliably associated with less loneliness and more rela-
tionship satisfaction than avoidance motives. Although
not consistently found, both approach and avoidance be-
haviors in the context of family conflict appear related
to children’s symptoms [11].
Children’s cognitive responses to violence may shape
their beliefs and expectations about aggression, about
close relationships and about themselves. They might
start to believe that aggressive behavior is an acceptable
way of problem solving [19]. Children exposed to IPV
and other forms of violence may come to value aggres-
sion more positively than other children [20, 21]. Add-
itionally, Grych’s Cognitive Context theory suggests that
children may blame themselves for what happened or
believe they are powerless to cope with IPV [22]. Finally,
children may become more vigilant to threat-related
cues in the environment [23]. These beliefs and expecta-
tions may influence their behavior in peer-relationships,
in family-relationships and in romantic relationships
[22]. Each of these cognitive responses of children can
be assumed to exacerbate children’s psychosocial mal-
adjustment in response to IPV.
Components of TF-CBT such as emotion regulation,
cognitive reprocessing, psycho-education and skill build-
ing have been shown to reduce internalizing problems,
externalizing problems, and trauma symptoms [9, 24].
Nevertheless, to our knowledge research has not yet expli-
citly addressed whether TF-CBT or TF-CBT-based inter-
ventions ameliorates children’s symptoms by improving
children’s emotion regulation. Furthermore, TF-CBT was
found to reduce trauma-related avoidance behavior in
children exposed to IPV [9]. Whether children’s approach
behavior changes after TF-CBT or TF-CBT-based inter-
ventions is currently unknown. Also, the cognitive compo-
nent of TF-CBT explores and corrects children’s harmful
attributions about the cause of, responsibility for, and
results of traumatic experiences such as family violence
[17, 25]. Whether cognitive responses change after TF-
CBT among children who have been exposed to IPV
has not yet been examined. The present study examines
how these emotional, behavioral, and cognitive re-
sponses change over the course of treatment and how
these changes affect treatment outcomes and children’s
psychosocial adjustment.
Indirect effects of IPV on children
Being exposed to IPV also affects children indirectly.
Not only children, but parents are likely to be trauma-
tized as well [26]. Parents experience a broad range of
emotional, cognitive and behavioral consequences of
IPV. These responses can be assumed to affect their par-
enting and the parent-child relationship. The Spillover
hypothesis emphasizes that distressing experiences in the
interparental relationship, such as IPV, carry over to par-
enting behavior [27] and to the parent-child interaction
(e.g., [28]). We propose two mechanisms that may ex-
plain how the experience of IPV may affect parenting, a
cognitive-emotional mechanism and a behavioral mechan-
ism. In the following, we will describe these theoretical
underpinnings of the two specific parental components of
the HORIZON.
Cognitive-emotional mechanism: parental availability
Mothers who have been part of IPV tend to underesti-
mate the extent to which their child has been exposed to
and is affected by the IPV [29, 30]. This underestimation
is assumed to be partly due to the fact that mothers may
focus their attention on themselves and their own trau-
matic experience rather than on their children’s trau-
matic experience [29, 30], and to the fact that their
children’s behavior is a reminder of their own trauma
which triggers avoidance e.g. [31]. Also, mothers who
have experienced traumas, such as IPV or childhood
abuse, showed difficulties in adopting an open, non-
defensive style of communication when talking about
emotions with their children [32]. Additionally, they ap-
peared less child-centered and less available to their chil-
dren [33]. Moreover, IPV has been linked to parenting
styles that are characterized by emotional unavailability
and psychological control e.g., [34, 35]. Thus, parents
from violent families may be so absorbed by their own
problems that they are less likely to take their children’s
perspective and to show insight in their children’s devel-
opmental needs, behavior, and motives [36]. This deteri-
orated insightfulness may partly explain why children
traumatized by exposure to IPV benefit less from TF-
CBT than children who were traumatized by experiences
that did not have a traumatic impact on their parents at
the same time [8, 9].
For children to feel secure and supported by their par-
ents, parents need to be sensitive to their children’s
needs, accurately recognize their children’s signals, and
appropriately respond to these signals [37, 38]. Similarly,
for children to benefit from a trauma-focused treatment,
such as TF-CBT, parental involvement to support the
child is necessary [39]. Accordingly, increasing parents’
cognitive and emotional availability to the child should
be a primary focus of treatment for children exposed to
IPV. To this end, Visser, Leeuwenburgh, and Lamers-
Winkelman developed a preparatory program for par-
ents exposed to IPV [10]. This preparatory program was
aimed to increase parental availability and insightfulness
in their children’s needs. Parents are coached to enhance
reading their children’s behavioral and emotional signals
and to adequately interpret these signals in light of the
child’s age, the development, and type of IPV the child
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has been exposed to. The preparatory program compo-
nent precedes the TF-CBT-based treatment.
Behavioral mechanism: parent-child interaction
Parents who have experienced and have been exposed to
IPV tend to engage in ineffective parenting. Compared
to non-exposed parents they used more negative and
less positive parenting, are likely to use more harsh dis-
cipline towards their children [40], showed more aggres-
sion in the parent-child relationship [41], and were less
supportive and less effective [42]. Buehler and Gerard
[5] found that ineffective parenting mediated the link
between marital conflict and children’s maladjustment.
In their study, ineffective parenting comprised of harsh
discipline (e.g., spanking), low involvement (e.g., talking
and reading with child), and reduced parental presence
(i.e., time spent together). These findings suggest that
IPV reduces parents’ capacity to support their child, to
interact with him/her in a safe and comforting manner,
and to be available to fulfill and sensitively respond to
his emotional and cognitive needs [43].
To optimally benefit from trauma-focused treatment,
parental support is important for children [39]. Accord-
ingly, we propose that trauma-focused treatment for
children exposed to IPV can be enhanced by improving
parents’ emotional support and parent-child interaction.
To this end, Visser et al. [10] developed the second spe-
cific parental component, the parent-child interaction
sessions, to complement the TF-CBT-based treatment.
These weekly sessions follow the child and parent TF-
CBT-based treatment sessions. They aim to help parents
to gain new insights in their children’s functioning and
to more accurately and positively respond to their child’s
emotions and behaviors by interacting with their child.
Trial objectives
In the present project, we will examine the efficacy of
the two parental components of the HORIZON, the pre-
paratory program for parents and the parent-child inter-
action sessions. HORIZON is a TF-CBT-based group
treatment for children exposed to IPV. For a complete
description of the treatment in Dutch see [10, 44], and for
a summary see paragraph ‘Intervention’. In a randomized-
controlled design, we will add the parental components to
a TF-CBT-based core treatment to examine their inde-
pendent and combined effects on parents’ and children’s
outcomes. Overall, we expect both parental components
to add to the efficacy of the TF-CBT-based core treatment.
Specifically, we expect that, as compared to parents who
did not participate in the preparatory program, parents
who participated in the preparatory program show a
greater increase in parental availability. In the same
vein, we expect that the parents who participated in the
parent-child interaction sessions show a greater
increase in effective and positive parenting and a
greater decrease in negative parenting than parents
who did not participate in these sessions. These effects
of the parental components should contribute to par-
ents’ and children’s outcomes and reduction of
symptoms.
Primary objectives
The primary objective of the present study is to examine
the efficacy of two parental components that comple-
ment a TF-CBT-based core treatment for children who
have been exposed to IPV. Specifically, the study in-
volves a randomized controlled trial with a 2 (parent
preparatory program present vs. absent) X 2 (parent-child
interaction sessions present vs. absent) factorial design to
evaluate the effects of these two parental treatment com-
ponents on child symptoms.
Secondary objectives
Our second goal is to evaluate the effects of these two
parental treatment components on child adjustment.
Our third goal is to investigate mechanisms underlying
the efficacy of treatment for children who have been
exposed to IPV by examining associations between: child
symptoms, on the one hand, and, 1) child responses (i.e.,
child emotional, behavioral, and cognitive responses, 2)
parental availability and 3) parent-child interaction, on
the other.
Our fourth goal is to examine specific hypotheses of
change. Specifically, we will test whether, as predicted,
the preparatory program leads to increased parental
availability and whether the parent-child interaction
sessions lead to improved parenting behavior. Also, we
will explore whether these changes lead to a reduction
in symptoms.
To ensure comparability of the randomized condi-
tions, we will control for duration and severity of the




This multi-center study examines the addition of two
parental components to a TF-CBT-based treatment for
children exposed to IPV, which results in a 2 (prepara-
tory program present versus absent) x 2 (parent-child
interaction present versus absent) factorial randomized
experimental component trial. The study includes pre-
treatment (T1), treatment, post-treatment (T2), and a 6-
month follow-up (T3) assessment, and will include 100
children and their custodial parents (Fig. 1 depicts the
study design). The baseline assessment (T1, see Fig. 2)
will take place one week prior to the start of the 6-week
preparatory program. To ensure comparability across
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treatment conditions, in the “No preparatory program”
condition, parents and children will be assessed 7 weeks
before the beginning of the TF-CBT-based treatment.
Additionally, parents and children will be assessed three
times during treatment, namely at the beginning of the
intervention (session 1), after sharing the trauma narra-
tive of the child with the parent (session 9), and at the
end of the intervention (session 15). These measure-
ments allow us to test mediating pathways [47], and
allow us to monitor, and if necessary control for, new
IPV or other stressful incidents. The second assessment
(T2) will take place one week after the last session of the
TF-CBT-based treatment for all four conditions. The
third assessment (T3) will be at a follow-up, six months
after the last session of the treatment. Regardless of
condition, all participants receive the standard TF-CBT-
based treatment. The difference lies in the addition of
the two parental components. Families who are assigned
to “No preparatory program“ or “No parent-child inter-
action” conditions will not receive an alternative compo-
nent additionally to standard TF-CBT based treatment.
Randomization, blinding, and treatment allocation
Recruitment will take place in three mental health cen-
ters in The Netherlands. For each center families are
referred for treatment after children have been exposed
to interparental violence. As soon as a group of approxi-
mately 8 families have met the inclusion criteria for par-
ticipation in the HORIZON group treatment (see
Inclusion and Exclusion Criteria), and after informed
Fig. 1 Study Design. Random-controlled trial examining the effectiveness of two parental components
Fig. 2 Research procedure. After informed consent is obtained for all parent-child dyads to form a group, they will all participate in the T1
assessments. Parents and children are asked to fill out questionnaires and to participate in two observational tasks. Additionally, the parent is
interviewed with respect to the observational tasks. After T1, the group will be randomly assigned to one of the four treatment conditions by an
independent researcher using a randomization procedure with lottery drawings. Condition 1 & 2 will start one week after T1, and condition 3 & 4
will start seven weeks after T1. One week (T2) and six months (T3) after the end of the program, parents and children are again invited to fill out
questionnaires. At all assessments, the teacher is also sent a questionnaire
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consent is obtained, the families participating in the
study will participate in T1 measurements. Parents and
children are asked to fill out questionnaires and to par-
ticipate in two observational tasks. Additionally, the par-
ent is interviewed about the observational tasks. After
T1, the group will be randomly assigned to one of the
four treatment conditions (see Fig. 1) by an independent
researcher using a randomization procedure with lottery
drawings. Conditions 1 & 2 will start one week after T1,
and conditions 3 & 4 will start seven weeks after T1.
One week (T2) and six months (T3) after the end of the
program, parents and children are again invited to fill
out questionnaires (see Fig. 2). At all assessments the
teacher is also sent a questionnaire. Typically, the inter-
vention group consists of two child groups (4–7 years
and 8–12 years, respectively) and one parent group.
Usually there is only one parent group, because families
often have more than one child who participate in the
intervention, and because parents without visitation
rights do not participate. The child groups receive treat-
ment at the same time but in different rooms. The par-
ents of children in both groups receive group sessions
on the same time. Because it is not feasible for partici-
pating trauma centers to start four interventions at the
same time, we cannot randomly assign individual chil-
dren or parents to one of the four conditions. Therefore,
we choose randomization by group just before the start
of the group therapy and after T1. Parents and children
are blind to treatment condition until randomization is
carried out just before the (preparatory) program starts.
Clinicians will be blind for treatment condition until all
families are indicated for treatment. The assessments
include videotaped observational tasks. Independent re-
search assistants will code these videos. All coders are
blind for treatment condition. Sometimes it will take a few
months before families can participate in one of the four
group interventions, due to waiting lists and enrollment
numbers to form treatment groups. If necessary, parents
and children will receive family or individual stabilization
intervention during this time. Independent of their experi-
ences with treatment preceding participation in the
HORIZON, all participating families will be measured at
T1 at the same time to ensure comparability of the fam-
ilies in the study.
Study population
The population of this study will consist of 100 children
exposed to IPV and their custodial parent who are referred
by the Dutch Youth Care Agency (Bureau Jeugdzorg) or a
physician for treatment of the child after exposure to IPV.
Inclusion and exclusion criteria
Typically, children are referred to the HORIZON treat-
ment when they meet the following criteria established
during an intake-interview with a trained therapist and
standardized questionnaires: 1) the child has been ex-
posed to IPV (or violence between a parent and a co-
habitant); 2) the child is no longer exposed to IPV (or
violence between a parent and a cohabitant) 3) the child
is between 4 and 12 years old; 4) both custodial parents
gave written informed consent consistent with the Dutch
legislation; 5) the child has trauma symptoms or behav-
ioral problems; 6) the child can control his or her (sex-
ual) impulses; 7) the child’s behavior is not dangerous to
other children; 8) both child and custodial parent have
sufficient cognitive and language capacities to follow a
group treatment; 9) at least one custodial parent is able
to participate in the parent-group.
If parents are unable to participate in the group ther-
apy, for example, because they do not speak sufficient
Dutch and have to receive individual treatment poten-
tially with the help of a translator, parent and child will
be excluded from the study. Children with severe psy-
chopathology who represent a danger to other children
receive individual treatment to stabilize their psycho-
pathological problems. When stabilization is completed,
children can participate in group therapy and will be
included in the study.
Procedure
The inclusion of children and parents in this study is
bound to legal requirements to obtain informed consent
from both parents before children can be enrolled in a
research study. This requirement is problematic when
permission needs to be asked for treatment and research
independently (e.g., mothers may refuse contact with
father). Therefore, we ask both parents’ permission for
treatment and participation in the study for the child at
the same time. Another challenge is that in the context
of domestic violence, parents typically argue about
almost everything, including consent for treatment and
research. Consequently, when interpreting the findings
and response percentages, the requirements to obtain
consent from both parents should be taken into account.
Objection by minors or incapacitated subjects
The code of conduct for minors in non-therapeutic re-
search is applicable in this research project. The risk for
participating in this project is considered negligible, but
when a child seems adversely affected by the question-
naires or observational tasks it may be decided to (tem-
porarily) discontinue participation in the project.
Intervention
The HORIZON [10, 44] is a 21-session TF-CBT-based
group intervention for children who have been exposed
to IPV. The aim of the intervention is to help children
process the traumatic experiences of having been
Visser et al. BMC Psychiatry  (2015) 15:131 Page 6 of 18
exposed to IPV. The aim of the parent group is to guide
parents to helping their traumatized children in this
process. Both children and parents receive a therapy
book [48, 49]. This book is used weekly during the ther-
apy sessions for information about the topic, assign-
ments, and drawings and in between sessions for
homework.
For the description of the intervention we distinguish
three parts. First, the Preparatory Program is developed for
parents and consists of six sessions. As mentioned above, it
aims to increase parental availability and insightfulness in
children’s needs. Parents are coached to accurately read the
behavioral and emotional signals of their children’s needs,
and to adequately respond to these signals.
The second part of the intervention consists the TF-CBT
based core program, which comprises of parallel groups
for parents and children and consists of fifteen weekly ses-
sions. Because the HORIZON is trauma-focused and based
on cognitive behavioral therapy principles, it includes simi-
lar components as TF-CBT that were described and stud-
ied by Cohen and Mannarino [17]. Specifically, it includes
components such as psycho-education, relaxation, affective
expression and modulation, cognitive coping and process-
ing, trauma narrative, sharing the trauma narrative with
their (non-violent) parent and parenting skills. Similar to
TF-CBT these components are covered in the HORIZON
by the following exercises and themes: psycho-education
about therapy, violence and conflicts, and posttraumatic
stress; training of emotion regulation skills; addressing
incorrect attributions about conflict and violence; express-
ing and sharing the IPV experiences; managing anger, guilt
and shame, handling nightmares; good and bad sides of
mother and father; and future safety. These weekly sessions
have a duration of 60 min. After each session, the thera-
pists of both the parent and child groups will evaluate the
session and share information about children’s as well as
parents’ progress.
The third part, the Parent Child Interaction Sessions
(PCIS), takes place adjacent to the parallel parent and child
group sessions when the parent group joins the children’s
group. During 30-min sessions, parents and children are
given the opportunity to interact with each other. The aim
of these sessions for the parents is to learn to show more
emotional supportive behavior, more involvement (e.g.,
talking together), more praise, less harsh discipline, and in-
crease parental presence (e.g., time spent together). During
Parent Child Interaction Sessions, parents can train and
practice this parenting behavior through exercises in the
presence of a therapist. Additionally, therapists observe
the parent-child interaction and intervene when necessary.
Therapists also give parents feedback on their parenting
behavior in Parent Child Interaction Sessions during the
following session in the parallel parent group. Children
will receive feedback on their interaction behavior directly
during the sessions together with their parents.
During the study, all children and parents in all four
conditions will receive the TF-CBT based core treatment





Trauma symptoms Trauma Symptom Checklist for
Younger Children [50]. The TSCYC is a parent-reported
questionnaire for children (3–12 years) measuring post-
traumatic stress symptoms on a 4-point Likert scale,
ranging from ‘not at all’ (1) to ‘very often’ (4). It consists
of 90 items and 11 scales: two scales to assess the val-
idity of the parent’s answers (response level and atyp-
ical response), eight clinical scales (anxiety, depression,
aggression, PTSS-intrusion, PTSS-avoidance, PTSS-
arousal, dissociation and sexual concerns) and a total
PTSS score. This total score will be used in analyses.
This clinical total PTS scale showed good reliability within
a sample of maltreated children in the United States
(Cronbach’s α = 0.81–0.91) and in the Netherlands
(Cronbach’s α = 0.79–0.91) [51].
Trauma Symptom Checklist for Children [52]; Dutch
translation: Trauma Symptoom Controle Lijst voor
Kinderen [53]. This is a questionnaire to assess self-
reported posttraumatic stress symptoms at children
(8–12 years). It consists of 54 items clustering in 8
scales: two validity scales (underresponse, hyperre-
sponse) and six clinical scales (anxiety, depression,
post-traumatic stress disorder, dissociation, anger and
sexual concerns). The response categories are the
same as in the Trauma Symptom Checklist for Younger
Children and reliability was high for the clinical total PTS
score, with a Cronbach alpha’s ranging from 0.78 to 0.86
in a sample of sexually abused children [50]. In a sample
of maltreated children in the United States the Trauma
Symptom Checklist for Children showed discriminant and
convergent validity with the Trauma Symptom Checklist
for Younger Children [54], and in the Netherlands the
Trauma Symptom Checklist for Children showed conver-
gent and criterion validity with other behavioral question-
naires (CBCL, TRF, YSR, CDI) [55].
Internalizing and externalizing symptoms
Child Behavior Checklist [56] measures competencies
and problem behaviors of children aged 1½ to 18 years.
The CBCL has a parent-report and a teacher-report
(TRF) questionnaire for 1½–5 years and 6–18 years. The
questionnaire measures internalizing (i.e., anxious, de-
pressive, and over-controlled) and externalizing behavior
problems (i.e., aggressive, hyperactive, noncompliant,
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and under-controlled) over the past 6 months. The be-
havior problems are measured with 120 items on a 3-
point Likert scale, consisting of ‘not true’(0), ‘sometimes
true’(1) and ‘very/often true’(2). Cronbach alpha’s for the
broadband scales in a Dutch sample ranged from 0.78 to




Children’s Depression Inventory [59]. The CDI is a 27-
item self-rated questionnaire that measures symptoms of
depression in children (7–18 years): mood disturbances;
capacity for enjoyment; depressed self-evaluation; distur-
bances in behavior toward other people; and vegetative
symptoms, which include fatigue, oversleeping, having
difficulty with activities requiring effort, and other symp-
toms of passivity or inactivity. Per item the child is asked
to choose one of three sentences that best fits his/her
feelings and thoughts in the past two weeks. The answers
are calculated in a total score (ranging from 0 to 54).
The internal consistency in a Dutch sample was high
(α = 0.79), just as the test-retest reliability (r = 0.79)
[60]. The CDI has high criterion validity and scores on
the CDI correlate high with scores on other measures
for depression [60].
Screen for Child Anxiety Related Emotional Disorders
[61]. This questionnaire is a self-report measure that as-
sesses anxiety symptoms in children and adolescents
from age 7 on a 3-point Likert scale, ranging from
‘never, almost never’ (1) to ‘often’ (3). The scale consists
of 69 items measuring symptoms of separation anxiety
disorder, panic disorder, specific phobia, social phobia,
obsessive-compulsive disorder, generalized anxiety dis-
order, post-traumatic stress disorder and acute stress
disorder. The internal consistency in a Dutch clinical
sample was high (α = 0.92), just as the test-retest reli-
ability (r = 0.81) [61]. The Screen for Child Anxiety Re-
lated Emotional Disorders showed convergent validity
with other anxiety questionnaires [61].
Child Dissociation Checklist [62] is a 20-item parent-
rated questionnaire with a 3-point Likert scale answering
format ranging from ‘not true’(0), ‘somewhat or some-
how true’(1) and ‘very true’(2). The child dissociation
checklist is a screening device and gives an indication
for dissociative problems in children (5–18 years). It
shows good test-retest reliability (r = 0.69) and internal
consistency (Cronbach’s α = 0.86) [63]. Good convergent
and discriminant validity have been indicated [63].
Child adjustment
Coping: The cognitive emotion regulation questionnaire
[64]. The cognitive emotion regulation questionnaire mea-
sures coping of younger children after stressful/negative
events. In this study, we only use the subscales Rumin-
ation and Catastrophizing for children and parents. Each
subscale has 4 items, and the subscales showed α = 0.79
for Rumination and 0.67 for Catastrophizing in a sample
of 9–11 year old children. Children and parents rate how
often they use a certain coping style on a 5-point scale
ranging from ‘(almost) never’ (1) to ‘(almost) always’ (5).
Emotional Awareness Questionnaire: The [65] aims to
identify how children and adolescents feel or think about
their emotions. The questionnaire measures six aspects
of emotional awareness: 1) differentiating emotions; 2)
verbal sharing of emotions; 3) bodily awareness; 4) act-
ing out emotions; 5) analyses of emotions; and 6) others’
emotions. The Emotional Awareness Questionnaire con-
sists of 30 items on which children are asked to rate the
degree to which each item is true on a 3-point scale ‘not
true’(1), ‘sometimes true’(2), and ‘often true’(3). The reli-
ability of the Emotional Awareness Questionnaire sub-
scales ranged from 0.64 to 0.77 [65]. In a revised version
‘Acting out Emotions’ was changed to ‘Not Hiding emo-
tions’ [66]. For the current study, we adapted the items
of the Other’s Emotion subscale (5 items) such that
these items enquire about parents’ emotion, not about
friends’ emotions. We added items for mother and father
separately (10 items). We omitted the subscale ‘Analyses
of emotions’ (5 items), because this dimension was not
directly associated with the aims of the treatment. This
led to the inclusion of 30 items.
Self-control: Self-Control Scale [67, 68]. The 11-item
self-control scale aims to assess parents’ and children’s
ability to control their impulses, alter their emotions and
thoughts, and to interrupt undesired behavioral tenden-
cies and refrain from acting on them. For adults, the ori-
ginal scale shows adequate internal consistency (alphas
between 0.83 and 0.85), test-retest reliability over a
period of three weeks (alpha = 0.87), and validity [67].
Paralleling the findings for the English versions of the
scale, the short Dutch version of the scale showed ad-
equate reliability in earlier studies with adolescents [69].
Response categories ranged from ‘not at all’ (1) to ‘very
much’ (5). In this study, we will also administer the Self-
Control Scale to young children (age 7 and above) [70].
To assess perceived self-control, we will use an adapted
version of the scale where each items was adjusted so as
to refer to the child. Previous research shows that the
scale shows good reliability [71].
Behavior Rating Inventory of Executive Function [72].
The BRIEF measures specific behaviors relating to ex-
ecutive functioning on a 3-point Likert scale, consisting
of ‘never’(1), ‘sometimes’(2) and ‘often’(3). The BRIEF
has a parent-report and a teacher questionnaire for 5–18
years, and a self-report questionnaire for 11–18 years.
The BRIEF comprises eight clinical scales (inhibit, shift,
emotional control, initiate, working memory, plan/organize,
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organization of materials and monitor), two composite
scores (behavior regulation and metacognition) and a gen-
eral executive function summary score (Global Executive
Composite). The internal consistency of the Dutch
BRIEF is very high (Cronbach’s alpha of the eight clin-
ical scales ranged from 0.78 to 0.90) and the mean test-
retest stability on the clinical scales was 0.81 [73].
Fundamental needs: To assess the four fundamental
needs proposed by Williams [74], we use a measure, de-
rived and translated into Dutch from Williams’ [74]
measures. The scale measures individuals need fulfill-
ment in general, including their sense of belonging, their
self-esteem, their sense of a meaningful existence, and
their sense of control and agency. For each scale, the
items will be averaged and aggregated into a single score.
The scale has extensively been used in research examin-
ing ostracism and has shown good psychometric proper-
ties [75]. A pilot study confirmed the usefulness and
content validity of the scale with children.
Self-esteem: Global self-worth subscale [76]. Self-esteem
will be measured using the 6-item global self-worth sub-
scale of the Self-Perception Profile for Children [76]. This
reliable scale (α = 0.72) measures the degree to which chil-
dren are satisfied with themselves. Following Thomaes,
Bushman, Stegge, and Olthof [77], a 4-point scale re-
sponse format will be used, which ranges from ‘I am not
like these kids at all’ (0) to ‘I am exactly like these kids’ (3).
Higher scores indicate higher self-esteem.
Children’s responses to IPV
Emotional responses to IPV: To assess children’s emo-
tional responses to IPV, the Security in the Interparental
Subsystem [78] will be used. The Security in the Inter-
parental Subsystem emotional reactivity subscale has 12
items and is subdivided in four questions about emo-
tional arousal, α = 0.74, and five questions about emo-
tional dysregulation, α = 0.84, and three questions about
behavioral dysregulation, α = 0.65. In addition to the four
questions about emotional arousal (sad, scared, angry,
unsafe), we will add 5 items from the Positive and Nega-
tive Affect Scale for Children [79]. These are ‘ashamed’,
‘guilty’, ‘upset’, ‘alert’, and ‘nervous’. The Security in the
Interparental Subsystem uses a four-item answer format
‘not at all true of me’ (1) to ‘very true of me’ (4). Chil-
dren will be asked to answer the same questions with re-
spect to past fights and arguments between their parents
and current fights and arguments between their mother
and partner at T1, T2, and T3.
Cognitive responses to IPV; self-blame, perceived threat
and coping efficacy: To assess two specific cognitions re-
lated to IPV, self-blame, and perceived threat, as well
as coping efficacy with IPV, we will use the Children’s
Perception of Interparental Conflict Scale (CPIC), de-
veloped by Grych, Seid, and Fincham [80]. Three
subscales will be used: Coping efficacy, Self-blame, and
Perceived Threat. The Perceived Threat subscale (6 items)
assesses cognitions of perceived threat and fear. The Self-
blame subscale (5 items) assesses children’s perceptions
that they were responsible for causing the conflict. The
Coping Efficacy subscale consists of 6 items and the re-
spondent is asked to answer on a 3-point scale consisting
of ‘true’ (1), ‘sort of true’ (2) and ‘false’ (3). At T1, T2, and
T3, children will be asked only how they respond with re-
spect to current fights and arguments. One additional
question will be asked at T1, T2 and T3 about past IPV: ‘It
is my fault that there were arguments and fighting be-
tween my mother and < father/partner >’. This question-
naire has a total of 18 items.
Child Cognitive responses; trauma-related cognition:
To assess negative cognitive responses that are trauma-
related, we will use the Post Traumatic Cognitions
Inventory – child version which was developed by
Meiser-Stedman et al. [81]. The 25 items were based on
the original adult version of the PTCI [82]. The CPTCI
is a reliable (α = 0.86–0.91 across three samples) meas-
ure that was originally developed for children with
single-event trauma [81]. The scale assesses appraisals
concerning the more abstract consequences of trau-
matic experiences, as well as physical threat and vulner-
ability. There are two subscales, ‘Permanent and
disturbing change’ and ‘Fragile person in a scary world’.
For this study, the word ‘event’ will be changed to
‘event(s)’ in all items to acknowledge the multiple trau-
matic experiences of the children exposed to IPV. The
answer format consists of a 4-item Likert scale: ‘Don’t
agree at all (1), ‘Don’t agree a bit’ (2), ‘Agree a bit (3), or
‘Agree a lot’ (4).
Children’s general beliefs about aggression and family
violence: Normative beliefs about aggression (NOBAG).
The 20-item NOBAG scale [83] was developed to asses
children’s beliefs about the acceptability of specific ag-
gressive behaviors in specific social contexts. The scale is
divided in two parts. The 12-item subscale ‘Retaliation
beliefs’ consists of short scenarios in which one child (A)
is aggressive towards another child (B). The respondent
is asked if it is wrong or okay for B to react with verbal
aggression toward A and, second, if it is wrong or okay
for B to respond with physical aggression. The second
subscale ‘General beliefs’ consist of 8 items that assess
general beliefs about aggression. Children can choose
between four answer options: ‘Don’t agree at all’(1),
‘Don’t agree a bit’(2), ‘Agree a bit (3), or ‘Agree a lot’ (4).
Attitudes about family violence (AAFV) scale assesses
children’s attitudes and beliefs about the acceptability of
family violence [84]. The child is asked to indicate the
extent to which ten statements are true on a 5-point
Likert scale ranging from ‘Do not agree’(1) to ‘Strongly
agree’(5). The total score indicates more negative
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attitudes and beliefs. The internal consistency is good
[85]. For this study, the scale was translated into Dutch.
The AAFV has been used in treatment studies on do-
mestic violence [19, 86].
Behavioral response to IPV, avoidance and approach:
The behavioral subscales of the Security in the Interpar-
ental Subsystem [78] will be used to assess children’s ap-
proach and avoidant behavioral responses to IPV. The
subscale Involvement (α = 0.74) has 7 items and the
subscale Avoidance has 7 items (α = 0.79). Involvement
refers to approach behavior that the child uses to get
involved in an argument between his/her parents.
Avoidance refers to behavior that the child uses to es-
cape from an argument between his/her parents. The
scale uses a four-item answer format ‘Not at all true of
me’ (1), ‘A little true of me’ (2), ‘Somewhat true of me’
(3) and ‘Very true of me’ (4). Children will be asked to
answer the same questions with respect to past fights
and arguments between their parents and current
fights and arguments between their mother and part-
ner at T1. At T2 and T3, children will be asked only
how they respond with respect to current fights and
arguments.
Measures of mediating variables
To test whether the two specific parental components of
HORIZON mediate the effects of treatment on changes
in child symptoms and adjustment, measures including
parental availability and parent-child interaction are ad-
ministered. Those measures will also be used to test
whether the two specific parental components leads to
increased parental availability and to improved parenting
behavior.
Parental availability
Security in the Family System: The Security in the Family
System scale [87] will be used to assess how much chil-
dren perceive their families as a reliable source of pro-
tection, stability, and support. The subscale ‘Secure’ will
be used, which assesses a secure pattern of emotional se-
curity. Children indicate the extent to which they agree
with 7 statements using a four-point scale ranging from
‘Complete disagree’(1) to ‘Complete agree’(4). Psycho-
metric properties of this security subscale are good,
Cronbach’s α = 0.85 and test-retest reliability = 0.82 [87].
The cognitive emotion regulation questionnaire [88] is
a self-report measure developed in the Netherlands that
assesses cognitive coping-styles of adults and adolescents
aged 12 years and older. Two subscales of the cognitive
emotion regulation questionnaire are included in this
study: rumination and catastrophizing. Each subscale
has 4 items, and has good internal consistency (α = 0.83
for rumination and α = 0.79 for catastrophizing [88]. The
parent rates how often he or she uses a certain coping
style on a 5-point scale ranging from ‘(almost) never’(1)
to ‘(almost) always’(5). We use two versions of the ques-
tionnaire, one with the original questions and one ver-
sion adapted for this study. The adapted version asks
parents to report on how they cope with the traumatic
events that happened to their children.
Emotional Awareness: The Emotional Awareness
Questionnaire [65] is described in more detail above.
For parents, we will include two subscales: “Not Hiding
Emotions” and “Other’s Emotions”. We changed the
items belonging to the Other’s Emotions subscale to
enquire about children, not friends.
Daily Psychological Availability Scale [89]. To assess
parental availability for the child we will use eight
adapted items of the Daily Psychological Availability
Scale. Items were measured using 7-point scales from 1
(totally disagree) to 7 (totally agree). Cronbach’s α was
0.78 for both fathers and mothers [89]. A higher score
on this scale represents more psychological availability
for the child.
The Children’s Responses to Trauma Inventory Revised
version [90] is a self-report measure for children aged 8–
18 years and consists of 34 items. Children answer, on a
5-point Likert scale, to which extent a reaction to a trau-
matic event was present during the past week. The in-
strument has 4 subscales: intrusion, avoidance, arousal,
and other child-specific responses (e.g., feelings of guilt,
regressive behavior, reckless behavior, fear of the dark,
fear of going to the toilet at night, separation anxiety,
sadness, crying, feeling tired, and psychosomatic com-
plaints). A recent study found good psychometric prop-
erties for the scale, with Cronbach’s α of 0.92 for the
total scale, and α ranging from 0.72 to 0.81 for the four
subscales [91]. The parent-reported questionnaire is
intended for parents of children age 4 to 18 years. The
scale consists of the same 34 items measuring intrusion,
avoidance, arousal, and nonspecific symptoms during
the last week. Previous research shows sufficient reliabil-
ity (α total scale = 0.92) and good convergent and dis-
criminant validity [92]. To assess concordance between
parent- and child-reported trauma symptoms and paren-
tal insight in the child’s trauma symptoms, we will in-
struct parents to fill out the questionnaire how they
think the child will answer and will compare child and
parent forms. This information is obtained at session 1,
9 and 15.
During the therapy, in session 6, children will be asked
to draw and talk about the most adverse incident they
can remember about the IPV. This is part of the regular
treatment protocol of the HORIZON for children. In
addition, in session 6, we will ask the parents in the par-
allel group to write down what they think their child will
talk about with respect to the most aversive IPV inci-
dent. The answers to this question from both parent and
Visser et al. BMC Psychiatry  (2015) 15:131 Page 10 of 18
child will be compared. One of the aims of the prepara-
tory program is to coach parents to differentiate between
their own trauma-history and the one of the child. If this
aim is achieved, we hypothesize that parents in treat-
ment condition 1 & 2 (see Fig. 1) will more often pro-
vide an answer that is similar to their child’s to the
above question than the parents in treatment condition
3 & 4 (see Fig. 1).
Parent-child variables
Attachment Security: The Security Scale [93] is a 15-item
self-report questionnaire for children between the ages
of 8 and 18 and measures attachment security with their
parents. Children report on their attachment security
with both parents separately. The scale consists of three
dimensions: perceptions of responsiveness and availabil-
ity of the parent, tendency to seek parental support in
times of stress and the quality of communication with
the parent. Children rate the items on a 5-point Likert-
Scale ranging from ‘strongly agree’ (1) to ‘strongly dis-
agree’ (5) with a higher score indicating greater perceived
attachment security. Several studies indicate adequate reli-
ability and validity [94]. Kerns, Tomich, Aspelmeir and
Contreras [95] reported high internal consistencies for 10
and 12 year olds (α = 0.82, α = 0.79). Test-retest reliabil-
ity over a two-week period was high (r = 0.75) [93]. The
Security Scale is related to other attachment measures
[95]. In a Dutch sample, internal consistency was α =
0.77 for the mother version and α = 0.85 for the father
version [96].
Generalized Trust Beliefs: Children’s Generalized Trust
Beliefs [97]. The original questionnaire assesses chil-
dren’s generalized trust beliefs across three bases of trust
(reliability, emotionality and honesty) in four target
groups (mother, father, teacher and peers). Reliability
measures the belief that parents will keep their promises.
Emotionality measures the belief that parents keep their
secrets confidential. Honesty measures the belief that
parents are truthful. For the purpose of this study, we
only use the mother and father as targets, which results
in a total of 12 items. Names and situations were ad-
justed to fit the Dutch population. Children are pre-
sented with specific situations of fictional children and
instructed to imagine that they were the children in the
stories. Items are rated on a 5-point Likert scale ranging
from ‘very unlikely’ (1) to ‘very likely’ (5). Reliability and
validity were acceptable in earlier research (total scale
0.76, reliability subscale: 0.67, emotionality subscale:
0.62, honesty subscale: 0.65) [97]. A pilot study con-
firmed the usefulness and content validity of the scale
with children.
To assess parenting behavior, both from the child’s
and the parent’s perspective, we will use the Ghent
Parental Behavior Questionnaire [98]. The brief child
version of the GBPS has 25 items for each parent [99].
The parent version of the GBPS has 60 items and in-
cludes nine subscales: Positive parenting, monitoring,
rules, discipline, inconsistent discipline, harsh punish-
ment, ignoring, material rewarding, and autonomy.
Cronbach’s α for the subscales is moderate to good [98].
Capitalization Scale [100]. To assess parents’ capitalization
attempts to their child’s sharing of positive events, we
adopted Gable et al.’s [100] capitalization scale. Parents
indicate, using 5-point scales, whether they “reacted en-
thusiastically to their child’s sharing of a good event”
(Active–Constructive), “pointed out the potential problems
or down sides of the good event” (Active–Destructive),
“said little, but my child knew I was happy for him/her”
(Passive–Constructive), and “seemed disinterested”
(Passive–Destructive). The original scale was found to
be reliable and valid [100].
Self-Control: For a description see child adjustment
measures above.
Protective Factors Survey [101]. The Protective Factors
Survey assesses multiple protective factors against child
maltreatment. The survey consists of 20 items and five
subscales, namely Family Functioning/Resiliency, Child
Development/Knowledge of Parenting, Concrete Support,
Social Support and Nurturing and Attachment. Items are
rated on a (7-point) frequency or agreement scale.
The Confusion Hubbub and Order Scale [102] mea-
sures environmental confusion in the home. This refers
to the levels of environmental noise, crowding and
disorganization in a household, in short: chaos. The
questionnaire was translated into Dutch for this study,
and includes 15 statements that are rated by the parents
as ‘not true’, ‘quite true’ or ‘very true’. The Confusion
Hubbub and Order Scale has good internal consistency
(α = 0.79) and test-retest reliability (α = 0.74) [102].
The Inclusion of the Other in the Self Scale [103]. This
Inclusion of the Other in the Self Scale is a single-item
pictorial measure for closeness to others. Parents and
children describe their relationship by selecting a set of
two circles. The degree of overlap between the circles
stands for the degree of closeness to the other person.
Parents rate on the relationship with their child and chil-
dren rate on their relationship with the mother and
father separately. Respondents are presented with 7 dif-
ferent sets of circles, ranging from a set with no overlap
and a long distance between the circles and a set with al-
most complete overlap between the circles. The circles
are held constant and only the overlap increases. Validity
and reliability were adequate [103]. The Inclusion of the
Other in the Self Scale has not been used before to
measure the parent-child relationship. Our pilot study
confirmed the usefulness and content validity of the
scale with children.
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Time spent together: Parents and children are asked 9
questions about the time they spent together during the
past week. For example: “How often did you have break-
fast together with your mother/child last week”. Items
are rated on an 8-point scale ranging from ‘not at all’,
‘one time’, to ‘every day’.
Treatment fidelity
All treatment sessions are audio or video-recorded to
ensure that the treatment protocol of the HORIZON
[10, 44] was followed. Tapes are randomly selected to be
coded for treatment adherence.
Control measures
Parental psychopathology symptoms. To assess parental
psychopathology, we will use the Impact of Events Scale
– Revised [104]. The Dutch version ‘Schokverwerkingslijst
(SVL-22)’ was developed by Kleber and De Jong [105].
This questionnaire consists of 22 items measuring symp-
toms of post-traumatic stress disorder during the last
week. The Schokverwerkingslijst-22 measures three di-
mensions: intrusion, avoidance and hyper-arousal. Par-
ents rate the items on a 5-point Likert-scale ranging
from ‘not at all’ to ‘extremely’. The measure has high in-
ternal consistency (α = 0.88) [106]. Further, we will use
the Young Adult Self-Report [107]. The Young Adult
Self-Report will be used to assess psychopathology
symptoms in parents. This questionnaire has the same
format as the CBCL described above. The short version
of 29 items will be used in this study to limit the amount
of time needed to fill in the questionnaire. Previous re-
search has shown that these items discriminated well be-
tween referred and non-referred subjects [108]. Items
are rated on a 3-point scale ranging from ‘not true’ (0),
‘somewhat or sometimes true’(1) and ‘very true or often
true’(2). Reliability and validity of the Dutch version are
good [109].
Insightfulness Assessment [110] (only at T1). The
Insightfulness Assessment is based on a semi-structured
interview that evaluates the parents’ ability to seek expla-
nations regarding the motives underlying their children’s
behaviors and to talk about them in an open, complex,
insightful, and accepting manner. The interview is based
on the parent viewing child-parent or child-examiner
interaction segments which are video-taped beforehand
and answering questions about the segments. The inter-
view transcripts will be coded on 10 rating scales and
classified into one of the following four categories: Posi-
tively insightful, One-sided, Disengaged and Mixed. This
represents a constellation of parental thoughts, feelings,
and perceptions regarding the child’s inner experience.
Each transcript is independently coded by two coders
blind to any information about the study. In a previous
study, inter-rater reliability ranged from 0.77 to 0.93;
inter-rater reliability on the four-way Insightfulness As-
sessment classification system was 0.84 [36].
Autobiographical Emotional Events Dialogues [111]
(only at T1). In the AEED parents and children partici-
pate in an emotion discussion task, in which they recall
and describe an event when the child felt happy, sad,
mad, and scared, respectively. They are asked to jointly
describe the event and to talk about what the child felt,
thought, and did during the event. Construction of the
stories is scored on 7 parent scales (Shift of focus,
Boundary dissolution, Acceptance and tolerance, Hostil-
ity, Involvement and reciprocity, Closure of negative
feelings and Structuring of the interaction) and 7 child
scales (Shift of focus, Boundary dissolution, Acceptance
and tolerance, Cooperation and reciprocity, Resolution
of negative feelings and Elaboration of the stories). Also,
the stories are scored on adequacy of the stories and co-
herence. Rating scales range from 1 to 9, a higher score
indicates a greater presence of that particular construct.
Ratings are based on the complete session. Scores result
in a classification in one of four categories: emotionally
matched, emotionally unmatched: excessive, emotionally
unmatched: flat or emotionally unmatched: inconsistent.
Each videotaped session is independently coded by
two coders (research assistants). Coders are blind for
experimental condition. In a previous study, inter-
rater reliability ranged from 0.87 to 0.95 [112].
Positive filler task: To ensure all dyads end the AEED
with a positive task before they continue with the Family
interaction task, we will ask the child to briefly talk
about his/her favorite food or hobby with his/her parent.
Family interaction task [113] (only at T1). This obser-
vational instrument measures parent-child interaction
and consists of four tasks in which parent and child are
instructed to complete a series of interactive tasks to-
gether. The first task is a word guessing game, in which
parent and child take turns in guessing what word/pic-
ture appears on the card of the other. The second task
involves getting marbles into designated holes in a laby-
rinth. In the third task, parent and child have to plan a
pretend birthday party. The final task is constructing dif-
ferent patterns of pieces that match given designs. Nine
rating scales are used for this study: 3 parent scales
(positive responsiveness, anger and hostility, quality of
assistance), 3 child scales (persistence and diligence;
anger, defiance and frustration; expression of positive
affect) and 3 dyadic scales (collaboration and teamwork;
positive affect; negative affect/conflict). Rating scales
range from 1 to 5 and a higher score indicates a greater
presence of that particular construct. Ratings are based
on the complete session. Each videotaped session is in-
dependently coded by two coders (research assistants).
In a previous study, inter-rater reliability ranged from
0.63 to 0.73 [113].
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Severity and intensity of IPV. To assess the severity
and intensity of the violence that children have been ex-
posed to, we will use a combined measure including
items from the Conflict Tactics Scale [114], the Conflict
Tactics Scale parent child [114], the Parents Report of
Traumatic Impact [115]; and the Adverse Childhood Ex-
perience Questionnaire [116]. This combined question-
naire has been used in a previous study on the
effectiveness of a psycho-educational prevention pro-
gram for children exposed to IPV [117]. The question-
naire covers the topics of duration of the violence, the
nature of the arguments in the relationship with the (ex-
partner), followed by items from the Conflict Tactics
Scale parent child and Parents Report of Traumatic Im-
pact about problems between parent and child, and
traumatic events the child has experienced. The ques-
tionnaire also includes items about traumatic experi-
ences in parents’ own childhood.
New IPV incidents: Parents and children are asked 8
questions if any new IPV incidents or other stressful
events occurred.
Statistical analyses and sample size calculation
All variables are measured on at least an ordinal scale.
All scale scores will be examined for normality. Should
we observe deviations, steps will be taken to ensure op-
timal estimation of parameters in our analyses. The
proposed study includes a nested structure, because in-
dividuals are treated within groups. Following the rec-
ommendations by Peugh [118], we will calculate design
effects to assess group-level dependency and examine
whether multi-level modeling is required. To ensure
comparability of the randomized conditions, we will
control for duration and severity of the IPV [45], paren-
tal psychopathology [46], and new incidents of IPV.
Power calculations were performed using the program
G*power 3 [119], assuming that individual-level effects
can be treated as independent data. We determine re-
quired sample size to be 100 parent-child dyads, achieving
statistical power of at least .80 for the primary and second-
ary objectives, as described in more detail in the following
paragraphs. We will test for the randomness of missing
data. If this is the case we will use multiple imputation.
Primary objective
The first goal of the present study is to examine the effi-
cacy of two parental components that complement a
TF-CBT-based core treatment for children who have
been exposed to IPV. Therefore, a multiple regression
analysis will be executed with two dummy variables as
independent variables, representing both parental compo-
nents (dummy 1 = parent preparatory program present vs.
absent; dummy 2 = parent-child interaction sessions
present vs. absent) and their interaction. Dependent
variables are child symptoms (primary outcomes) at the
three time points (T1, T2, and T3) clustered into 1)
Trauma symptoms, 2) Internalizing symptoms, 3) Exter-
nalizing symptoms. Analyses will be independently exe-
cuted for the three dependent variables. Because children
in each group receive intervention, a medium effect size is
expected (f2 = .15). With a maximum of five predictors
and an alpha of .05, we achieve a power of .84 with 100
children included in the study.
Secondary objectives
To investigate associated changes between: child symp-
toms, on the one hand, and 1) child responses (i.e., child
emotional, behavioral, and cognitive responses), 2) par-
ental availability and 3) parent-child interaction on the
other, we will use the stepwise procedure in multivariate
regression analyses with a maximum of 4 tested predic-
tors. With a sample size of 100, alpha of .05 and medium
effect size (f2 = .15), we will achieve a power of .87 in
analyses with 4 individual predictors. We will use latent
variables for child responses, parental availability and
parent-child interaction.
We will also use multivariate regression analyses to
study the fourth goal, namely which mechanisms explain
how the two components added to the TF-CBT-based
Horizon treatment contribute to the effectiveness of TF-
CBT-based Horizon treatment. We will follow Holm-
beck’s recommendations [120] for these mediational
analyses and will test the robustness of our results by
using the bootstrapping method. These analyses will
allow us to determine whether the parent-child inter-
action variables and parental availability partly or fully
mediate the effects of each parental component on child
symptoms. Specifically, we will test whether, as predicted,
the preparatory program leads to increased parental avail-
ability and whether the parent-child interaction sessions
lead to improved parenting behavior. Also, we will explore
whether these changes lead to a reduction in symptoms.
Because at least partial mediation is assumed, a small to
medium effect size is chosen (f2 = .10). Two models are
tested. A first model with component 1 (preparatory
parent program) and parent availability as independent
variables. And a second model with component 2 (par-
ent-child interaction sessions) and parent-child inter-
action as independent variables. With a sample size of
100, alpha of .05 and medium effect size (f2 = .10), we
will achieve a power of .80 if 2 predictors are tested in
the regression.
Exploratory analyses: Cross-lagged panel model. Based
on the recommendations of Kazdin [47] to investigate
mediators and mechanisms of change in intervention
RCT’s, to test the causal direction of the longitudinal re-
lation between the different types of mediators and child
outcomes, we will conduct cross-lagged panel analyses
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[121]. The model will include three waves of child symp-
toms and parent-child variables, parental availability, and
child responses, respectively. We will estimate T1 associa-
tions (interpreted as correlations at T1), T2 and T3 stabil-
ity (interpreted as relative stability over time), correlated
change (interpreted as overlapping relative change in two
variables), and cross-lagged paths between child symp-
toms and parent-child variables, parental availability, and
child responses, respectively (interpreted as a linkage of
the level of one variable at a given time point with a rela-
tive change in another variable one assessment later). Cor-
related change and cross-lagged paths reflect longitudinal
relationships, and will be interpreted as such. These cross-
lagged analyses will also be carried out with the repeated
measures at session 1, 9 and 15 for child trauma symp-
toms, closeness and time spent together with possibilities
to explore more than three waves of measurements.
Handling and storage of data and documents
Privacy of participants will be protected by allocating
identification numbers to the personal information,
which will be traceable with a separate list. This list with
personal information (names, addresses, phone num-
bers) that connects the participants with the research
data, is accessible to one of the researchers and will
eventually be destroyed. Data will be analyzed in a way
that no conclusions can be drawn about individual
participants.
The research data will be stored and managed by the
research team. All employees who work with confiden-
tial data will sign a confidentiality agreement, on which
they state not to share the information with third par-
ties. Only if the safety of a parent or child is in danger,
these concerns will be shared with the participating
organization where the program is carried out.
The research material and the confidentiality agree-
ments will be stored, according to the publication man-
ual of the American Psychological Association, in a
locked file cabinet at the VU University for five years
after the last publication based on this data.
Public disclosure and publication policy
The research data will be published in international and
national journals, and all affiliated organizations will be
mentioned. The results will also be presented on inter-
national conferences. The clinical trial is registered at
the Dutch trial register (http://www.trialregister.nl/trial-
reg/admin/rctview.asp?TC=4015). To make the results
also available for Dutch policy makers and service pro-
viders, we plan to publish the results in (national and
international) journals within the field of youth mental
health care.
Ethical considerations
The study protocol has been approved by the Medical
Ethics Committee of the VU University Medical Center
in Amsterdam, the Netherlands (METC VUmc 2011/
101/NL39277.029.12). All substantial amendments will
be presented to the METC and to the competent author-
ity. Non-substantial amendments will not be notified to
the accredited METC and the competent authority, but
will be recorded and filed by the sponsor, ZonMw, the
Dutch organization for healthcare research and innova-
tive care. All changes will be described and discussed in
the publications of the study results.
The HORIZON has been used to treat children who
have experienced IPV for more than 10 years in several
children and youth treatment centers in the Netherlands
and does not seem to involve risks for participants.
Nevertheless, should a child or a parent seem adversely
affected by therapy, questionnaires or observational tasks
as observed by the researchers or therapists, it may be
decided to (temporarily) discontinue participation in this
study. Participants can leave the study at any time for
any reason if they wish to do so without any conse-
quences. Withdrawal of participants from the study will
have no impact on their treatment. Participants who
withdraw from the study will not be replaced, because
there is no place for them in the therapy groups, and it
is not possible for parents and children to start at a later
time during treatment. Should participants withdraw
from the treatment, these parents and children will be
followed according to the intention to treat principle.
They will be asked fill in the questionnaires and the ob-
servational tasks.
Discussion
This study aims to bridge the gap between clinical prac-
tice and scientific research [122]. It examines mecha-
nisms underlying change in psychotherapy for children
exposed to IPV, explains how components of therapy
work, and identifies moderators of treatment effects.
The results, which are obtained in a RCT-study in col-
laboration with different trauma centers, will provide
unique insights to improve clinical decision-making.
First, the RCT-design provides the best possible con-
trols for evaluating the efficacy of psychiatric treatment.
Rather than using a waiting list control group, the study
zooms in on two parental components and mechanisms
of change not yet investigated. All children receive TF-
CBT, an established treatment for traumatized children
[17], including psycho-education, parenting skills, relax-
ation, affective expression and modulation, trauma nar-
rative, and cognitive coping and processing.
Second, the study focuses on the efficacy of two IPV-
related parental components added to TF-CBT. To date,
research on effective components of treatment for post-
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traumatic stress disorder focused on trauma-oriented
components [123]. Research on effective components of
TF-CBT focused on the trauma-narrative [124], on treat-
ment lengths [124], and on inclusion of parents [125].
Nevertheless TF-CBT is less effective for children ex-
posed to IPV than for children otherwise traumatized
[9]. Children exposed to IPV are not only traumatized,
but IPV also directly and indirectly affects their emo-
tional, cognitive and behavioral responses. By consider-
ing this complexity this study provides important
insights into the efficacy of specific IPV-related parental
components. These insights are crucial to improve the
treatment and maximize its effects for this specific target
group [124].
The use of multiple informants (parent, child and
teacher) and independent observations and interviews
are likely to diminish reporting-bias. To pinpoint under-
lying mechanisms and assess the longer-term conse-
quences of the intervention multiple data collections
takes place, including a follow-up at 6 months after the
end of treatment. This converging evidence will allow us
to establish the reliability and validity of the collected in-
formation considerably.
A specific limitation of research on child abuse in The
Netherlands is that by Dutch law, both custodial parents
have to give informed and written consent to participation
of their child in the study. Conflict between parents may
extend to conflict about the participation of the child in
treatment and scientific research, which may bias the sam-
ple of participants.
In short, the current RCT-study will enhance our un-
derstanding of the efficacy IPV-related parental compo-
nents added to TF-CBT for children who have been
exposed to IPV. It will illuminate mechanisms under-
lying change by considering multiple dimensions of child
responses.
Trial status
The study protocol has been approved by the Medical
Ethics Committee of the VU University Medical Center
in Amsterdam, the Netherlands (METC VUmc 2011/
101/NL39277.029.12). We just started to include chil-
dren and parents and will be doing so for the coming
four years. We expect the main results to be published
in 2017.
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